Background: The mental health community in Japan had started reviewing the country's disaster mental health guidelines before the Great East Japan Earthquake, aiming to revise them based on evidence and experience accumulated in the last decade. Given the wealth of experience and knowledge acquired in the field by many Japanese mental health professionals, we decided to develop the guidelines through systematic consensus building and selected the Delphi method. Methods: After a thorough literature review and focus group interviews, 96 items regarding disaster mental health were included in Delphi Round 1. Of 100 mental health professionals experienced in disaster response who were invited to participate, 97 agreed. The appropriateness of each statement was assessed by the participants using a Likert scale (1: extremely inappropriate, 9: very appropriate) and providing free comments in three rounds. Consensus by experts was defined as an average score of ≥7 for which ≥70% of participants assigned this score, and items reaching consensus were included in the final guidelines. Results: Overall, of the 96 items (89 initially asked and 7 added items), 77 items were agreed on (46 items in Round 1, and 19 positive and 12 negative agreed on items in Round 2). In Round 2, three statements with which participants agreed most strongly were: 1) A protocol for emergency work structure and information flow should be prepared in normal times; 2) The mental health team should attend regular meetings on health and medicine to exchange information; and 3) Generally, it is recommended not to ask disaster survivors about psychological problems at the initial response but ask about their present worries and physical condition. Three statements with which the participants disagreed most strongly in this round were: 1) Individuals should be encouraged to provide detailed accounts of their experiences; 2) Individuals should be provided with education if they are interested in receiving it; and 3) Bad news should be withheld from distressed individuals for fear of causing more upset. Conclusions: Most items which achieved agreement in Round 1 were statements described in previous guidelines or publications, or statements regarding the basic attitude of human service providers. The revised guidelines were thus developed based on the collective wisdom drawn from Japanese practitioners' experience while also considering the similarities and differences from the international standards.
Japanese Ministry of Health, Welfare and Labour coordinated the deployment of a disaster mental health team from outside the affected prefectures following requests from local governments there. The team was most active in the early phase of the disaster and has since handed over cases requiring continuous care to local mental health services.
The disaster mental health services were fairly well coordinated by prefectural mental health and welfare centers in terms of assessing the needs in their affected municipalities and requesting dispatch of the disaster mental health team. As is often the case in the time of disaster, however, the workload was overwhelming and there were problems with communications in the affected area. Nevertheless, in our view, the services were coordinated well overall, and this rested on the team's previous experience of disasters in Japan.
The mental health community in Japan has a wealth of experience in disaster response. In particular, many lessons were learnt from the Hanshin-Awaji earthquake which hit the Kobe area in 1995. Many local government departments of mental health have now prepared a disaster response manual [1] , which reference national guidelines published by Kim [2] . The national guidelines were developed and disseminated by the Ministry of Health following a team of experts' review of the disaster mental health activities conducted following the Hanshin-Awaji earthquake and other natural and man-made disasters. Since their publication, more experience and knowledge has been accumulated following tragic events that occurred in Japan and other countries, such as the Indonesian Sumatra Tsunami and the 9.11 terrorist attacks. In 2007, international guidelines were published after intense discussion by different sectors [3] [4] [5] . In light of this and the fact that Japanese mental health professionals have accumulated more knowledge and skills in the decade since Japan's original guidelines were developed, we sought to develop new guidelines through systematic consensus building and examine the degree of agreement of Japanese experts with the principles of disaster mental health in a systematic manner. In this article, we describe the Delphi process we used to revise the guidelines.
Methods

(1) Item development: focus group interview
To ensure we had a comprehensive view of mental health and psychosocial care after a disaster, we conducted a thorough literature review. Using PubMed and Google, we searched the scientific literature, guidelines, and manuals, which were written in English or Japanese, using search terms including "disaster", "emergency", "mental health", "psychiatry", "psychology", "manual", and "guidelines".
To reflect local practitioners' experience and views, focus group interviews were conducted in three areas which experienced a massive earthquake in Japan, one in an urban area and two in rural areas. Local practitioners with diverse professional backgrounds were invited to attend and represented such professions as psychiatry, psychology, social work, nursing, public health, school counseling, and emergency medicine. Each interview was conducted with 5 to 9 participants (24 participants in total number), with great attention given to the representativeness of the participants as members of mental health teams. After the three focus group interviews, the contents were transcribed and researchers categorized them into four domains regarding disaster management: 1) the disaster mental health system, 2) initial to early response (from the first week to the first month), 3) management of deployed mental health team, and 4) staffs' stress management.
(2) Delphi process
The Delphi process is a structured communication technique, originally developed as a systematic, interactive method, which is often used in healthcare fields when scientific evidence is lacking [6] . Participants were recruited from professional networks of the Japanese Society of Traumatic Stress Studies, the Crisis Response Team which is deployed at a time of crisis at schools, and deployed and local mental and community health professionals who have experienced working following massive earthquakes, such as in Kobe, Chuetsu, and Chuetsu-oki in Japan. A total of 100 professionals were invited to join the internet-based survey. Participants invited represented a variety of professionals: clinicians, public health nurses, health authority administrators, and researchers. Many of the local practitioners were themselves survivors of a massive earthquake. Figure 1 summarizes the flow of items asked during the first to third rounds of our Delphi process. In Round 1, our research team provided the participants with an anonymous summary of the items developed from the literature review and focus group interviews, and asked them to rate the appropriateness of the each item on a Likert scale (1: not at all appropriate, 9: very appropriate) and to comment freely on each item. This process was repeated three times via the internet to allow all participants to compare their ratings and comment on others' ratings. In Round 2, the survey comprised those statements which did not reach consensus in Round 1. Positive consensus was defined as items for which the mean score was ≥7 and the proportion of participants scoring ≥7 was ≥70%. At this time, participants were provided with summary statistics indicating the number and percentage of participants who rated each score as well as the mean score for each statement. A summary of the comments was inserted underneath each statement for participants to consider when completing the second round. Some statements were amended slightly for clarification, as a result of comments from the first round.
Any statements that achieved positive consensus were removed for Round 3 along with any statements that were unlikely to achieve positive consensus (the proportion of participants scoring ≥7 was <30%). Statements for which the proportion of participants scoring ≥7 was >30% and <70% were retained to determine whether positive consensus could be achieved. These statements were presented in the same format as for Round 2 (i.e. with summary statistics and comments from the previous round). Any items for which the proportion of participants scoring ≥7 was <30% and the mean score was <5 were excluded as an item for which there was no agreement. Participants had access to a list of all participants' comments and their own scores in Rounds 1 and 2.
A full list of the statements is available from the authors on request.
In order to compare the opinions of our Japanese experts with those of European experts, some of the items from The European Network for Traumatic Stress (TENTS) guidelines [7] were included in our Delphi survey. In addition, data on basic characteristics such as sex, age, and professional background were collected from our participants during the online survey.
(3) Analysis Basic statistics, the proportion of the participants for each item rating, and the mean score of the item rating were generated using STATA 11.0 (StataCorp, College Station, Tx/USA). The comments were summarized by the research team and then the comments and summary were circulated and agreed among the research team members. 
Results
Characteristics of participants
From the 100 professionals invited to join the survey, 97 agreed to participate. The response rates were 95.0%, 98.9%, and 93.8% for each round. Psychiatrists accounted for almost one third of participants (n = 28, 29.5%), followed by public health nurses (n = 21, 22.1%), other physicians (n = 13, 13.7%), psychologists (n = 12, 12.6%), psychiatric social workers (n = 11, 11.6%), and other professionals (see Table 1 ). The number of participants slightly decreased as the rounds progressed, but this caused no significant change in the professional backgrounds represented by the continuing participants. The flow of the three rounds and consensus results is illustrated in Figure 1 .
Round 1
Overall, of 89 items initially asked, 46 (51.7%) achieved consensus and 10 items were agreed on but were amended and further clarification and confirmation asked for. Based on the comments obtained in Round 1, 7 items were newly formulted and asked in Round 2, together with the 33 non-agreed on items. 
Round 2
In Round 2, 19 items achieved positive agreement and 12 achieved negative agreement (overall agreement rate, 62.0%). Three statements with which participants agreed most strongly were: 1) A protocol for emergency work structure and information flow should be prepared in normal times; 2) A mental health team should attend regular meetings on health and medicine to exchange information; and 3) Generally, it is recommended not to ask disaster survivors about psychological problems at the initial response but ask about their present worries and physical condition. Three statements with which participants disagreed most strongly in this round were: 1) Individuals should be encouraged to provide detailed accounts of their experiences; 2) Individuals should be provided with education if they are interested in receiving it; and 3) Bad news should be withheld from distressed individuals for fear of causing more upset.
Round 3
In Round 3, excluding 12 items for which there was negative agreement in Round 2, 19 items were asked, but none achieved agreement. The changes in mean score of the items that did not achieve conseusus in Rounds 1-3 are shown in Figure 2 .
Discussion
Items that reached consensus
Most of the items that reached consensus in Round 1 were statements which are present in other guidelines or publications, or statements regarding the basic attitudes of human service providers. As experts, our participants answered based on knowledge they had acquired through their own disaster experiences or from workshops, lectures, and publications. Therefore, we consider the statements that reached consensus to be ones that are shared by the wide range of professionals working in disaster mental healthcare. In accordance with the nature of the Delphi process in which consensus is achieved by the majority of participants on specific issues, novel statements did not emerge as agreed-on principles (Appendix 1).
Items that did not reach consensus
During the survey, more comments were made than initially expected. Such comments included the need to clarify certain statements and specify the assumptions and settings, as well as included practical proposals for specifically defined situations. These comments were made based on the participants' own experiences, local health structure, and human resource situation, and were therefore extremely valuable. Thus, we decided to include these comments in the final version of disaster mental health guidelines in the form of special articles on controversial items, so that readers of the guidelines could make their own decision on controversial issues.
I. Mental health system during a disaster First, agreement was not achieved for those items concerning the collection of information needed to set up a disaster mental health system. Specifically, consensus was not achieved for either the item stating that information should be collected first onsite in the disaster area at the expense of a more rapid response or for the item stating that mental health professionals should be deployed to the affected area as soon as possible, even without prior information on the area, to assess local mental health needs. To scout information effectively, a highly experienced team of professionals should be deployed in advance of the entire team to the affected area, and this advance team should become familiarized with the local health resources and services available so they can make best use of them. Alternatively, scouting should be done immediately and jointly involving personnel from both the health and civil sectors. In Japan's community healthcare system, in addition to providing primary health care, public health nurses play a major role in providing mental health and psychosocial care [8, 9] . In light of this, we asked about several patterns of shared working style for providing mental health services. None of the items reached consensus, and many participants answered that the working pattern used would depend on the circumstances and human resources available, especially in relation to their professional skills and experience of working during a disaster. Some practical suggestions were made in the comments provided: whenever possible, a local and a dispatched public health nurse should work together, although in times of a disaster there is usually a shortage of health staff, which would leave the dispatched nurse to provide outreach to the affected population alone. For effective outreach, it is essential to map cases and resources as well as gather information on the affected area; however, some experts expressed concern about the costs of these necessary preparatory activities for dispatched staff. Second, the majority of participants expressed reservations about cooperating with the media. The items on the media were adopted from the TENTS guidelines [7] and we found during the Delphi process that some ambiguity remained after the statements were translated into Japanese. Based on comments described, the participants seemed to expect the media to broadcast general information on the disaster and safety issues, broadcast psychoeducational information on people's reactions (mostly common reactions to an abnormal event) and coping techniques, and some exemplary community recovery efforts. In reality, however, it was noted that the media tends to cover stories that present a biased image of the affected area, journalists tend to be less sensitive to the privacy of the people affected, and mental health personnel feel overburdened by media interviews (usually because they are not well prepared to respond to the media). Practical suggestions for working with the media included establishing an understanding of mental health issues prior to a disaster; for example, special attention should be paid not to cause secondary victimization when interviewing people affected by the disaster, and a representative from the mental health team should be designated to deal with media interviews and other media contact. Thus, it is advised that direct service providers refrain from responding to approaches by the media and instead communicate via a designated team member.
II. Mental health care in times of disaster
In terms of the basic approach to be adopted with disaster survivors, basically the principles of psychological first aid (IASC) were accepted. However, emphasis on promoting sense of efficacy and connectedness was not agreed on. Based on the participants' comments, the initial response should be focused more on medical needs, with the concepts of efficacy and connectedness in mind. Those who had experience in managing mental health responses to man-made disasters voiced that it was not easy to promote connectedness in a community where there is a perpetrator and victims. It is noteworthy that none of the items stating the role of mental health professionals were agreed on. All of the items were adopted from the TENTS survey [7] and the statements suggest mental health professionals should play a supporting role for professionals at the frontline. Most of the Japanese professionals had firsthand experience in disaster management, thus it is reasonable that they did not agree with a supporting role only. Most of items on initial response did not reach consensus, and 5 of 7 such items were from TENTS guideline. The ambiguous wording of sentences was the main reason for this divergence and a detailed examination of these differences in Japanese and international experts' opinions will to be described elsewhere.
Statements on screening proved to be another controversial area. Although the importance of screening was endorsed, participants did not reach consensus on how to assess people (e.g., by questionnaire, interview, or formal assessment). Participants suggested that it would depend on the aim of the assessment and the resources and manpower available. Other practical comments recommended that mental health professionals should coordinate a health survey with other actors so that multiple surveys would not be conducted with the affected population. In terms of information provision, the statement that individuals should be provided with education if they were interested in receiving it was not accepted. It was stated that it is not feasible to select affected people with interest in such information and that such selection would carry the risk of stigmatizing person with mental health needs in the community. The idea that volunteers should be recruited and screened for their suitability was not accepted in the survey. Participants expressed concern that there is no valid tool to screen for suitability and that it would be more beneficial to provide orientation on mental health issues for interested volunteers before they begin their activities.
III. Dispatched mental health team
Under the items concerning a dispatched mental health team, discussion centered around who would assume the coordinating role (i.e., at what level, municipal, prefectural, or national). Institutionalization of a coordination mechanism in normal times was seen as key to providing effective services following the Great East Japan Earthquake in 2011. Regarding outreach by the dispatched mental health team, more than 70% of participants agreed that outreach was suitable, but it did not reach the mean score needed to achieve consensus. The reason for not achieving consensus was that many participants agreed with this statement with a rating of ≥7, but a relatively large proportion rated it 5, a neutral position (28.3% for Round 1, 21.7% for Round 2, and 12.4% for Round 3). Agreeing that outreach is an effective approach in the affected area, some participants stated that the dispatched team can only offer temporary help, so local professionals should directly provide outreach to the affected population with support from the dispatched team. Another controversial issue concerned the involvement of mental health professional as volunteers. As professionals who assume clinical responsibility for the care they provide, it is recommended that they work in the affected area within the remits of an organization so that communications involving personal sensitive information can be shared effectively and safely.
Other frequent comments were that whether mental health professionals should volunteer depends on the situation, mainly in relation to the availability of such professionals, and on their own clinical skills and discernment.
Limitations
In accordance with the purpose of the Delphi process, which is transparent consensus generation among experts, generalizability of the sample is not required. However, if participants are selected from an inappropriate sampling frame, biased agreement or lead agreements (i.e., influenced by the surveyor) will likely result. Therefore, careful consideration should be given to the participants recruited and to retain a good participation rate. In this study, we invited experienced professionals from the Japanese Society of Traumatic Stress, the Crisis Response Team, and local and deployed health professionals who had experienced massive earthquakes in Kobe and Niigata, Japan. In terms of their professional backgrounds, the majority worked in medicine, public health, social welfare, or psychology. The quality and quantity of the participants' disaster response experiences were not strictly controlled for and some of the proposed items were ambiguous and required clarification, and this may reflect the fact that participants understood the item from their own context. In spite of this, these professionals have firsthand experience of responding to disasters and are key members of the disaster mental health team in Japan, and therefore we believe the results obtained in this study represent the realistic views of active team members. However, we acknowledge that involving only service providers can be a weakness. Although some local health professionals voiced their views also as persons affected by disasters themselves, service recipients were not included in our survey. Thus, further exploration on what is needed and what is beneficial should be made from the perspective of service users. In each Delphi round, a large number of comments was provided and the research team summarized the comments into a 200-word statement for reference in the next round. As there is a risk that the summaries could wrongly lead to and create collective views among the participants [10] , the research team members tried to avoid this by creating the summary statements individually and discussing the comments before finalizing the summaries within the team. We included not only the views of the majority of the participants, but also practical suggestions and diverse recommendations received from a few participants in the summaries so that these statements would offer participants the opportunity to rethink the issues in a balanced way, both supportively and critically.
Conclusion
The response rates were above 90% during the survey and many comments were made in each round, suggesting the participants had good awareness of and were highly motivated to solve the problems the survey addressed. As the participants were deemed to be experts in disaster mental health, this study seems to have successfully gathered their views and prompted some discussion of innovative approaches to disaster mental health. The product of this Delphi process was a new set of guidelines that contains more practical guidance to help mental health workers assigned to work in affected areas problem solve. Guidance is offered in the four domains of 1) the disaster mental health system, 2) initial response, 3) dispatch of a mental health team, and 4) staff care. The newly developed guidelines cover practical issues that were based on the firsthand experiences of Japanese mental health professionals with experience providing mental health care after disasters. Therefore, the new guidelines make a major departure from the previously published ones in that they does not simply conceptualize disaster mental health services, but provide a comprehensive description on what to do and say in times of disaster. We believe that with dissemination and use of the developed guidelines nationally, local mental health systems can be improved and will be better prepared ahead of future disasters. 3. Role of public health nurses 9) Public health nurses from the affected area should stay at their health centers to assume a command role, such as information gathering, responding to inquiries, and giving instructions to other staff, instead of providing outreach services themselves. 10) Deployed public health nurses should stay at local health centers to gather information and respond to inquiries, so that public health nurses from the affected areas can directly provide outreach services. 11) Deployed public health nurses should assertively provide outreach services in the affected area, gather information on the area and security of residents, and report their activities to their commander at the local health center. Authors' contributions YS and MF had access to all data from the study and complete freedom to direct its analysis and reporting without influence, editorial direction, or censorship from the sponsors. SN and TN made significant contributions to the conception and monitoring of the survey; YK to survey supervision. All authors reviewed and revised the manuscript for intellectual content and have approved the final version of the manuscript.
